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Introduction 
Health professionals and the public have reciprocal expectations that 
health professionals should be authorities on good health practices and 
should be perceived as such. This interdependent relationship puts 
health professionals in a strategic position to influence the public’s 
smoking habits. 

The public’s attitude toward health professionals may extend to 
those who are not themselves professionals but who work with health 
professionals or in health care settings or health-oriented occupations. 
These persons, therefore, may also be in a position to have a more than 
ordinary influence on the smoking habits of others. For these reasons, 
this chapter extends beyond the role of health professionals to all 
health care providers in preventing the hazards of smoking. 

Definition of Health Care Providers 
For the purposes of this chapter, a health care provider is defined as 
anyone who (1) provides health care directly (e.g., doctors in active 
practice, nurses, podiatrists, dentists, midwives); (2) provides a service 
related to health care (e.g., pharmacists, X-ray technicians); (3) works 
in a health care setting (e.g., maids in hospitals, dietitians in nursing 
homes, receptionists in doctors’ offices); or (4) works for a health- 
related agency or institution (e.g., employees of a State health 
department, teaching staff in a medical school, staff of a voluntary 
health agency). 

In 1976, about 4.3 million of the work force of 87.5 million people 
were employed in health-related occupations, approximately 5 percent 
of employees in all occupations (67). Distribution of employment 
among health occupations was as follows: health practitioners, 13 
percent; nursing occupations, 57 percent; health technologists, techni- 
cians, and assistants, 20 percent; therapy and rehabilitation, 2 percent; 
and other health occupations, 8 percent. Hospitals employ about half of 
all workers in the health field; the other half work in clinics, 
laboratories, pharmacies, mental health centers, private offices, and 
patients’ homes. 

Possible Roles of Health Care Providers 
Health care providers may affect the smoking habits of the public in 
several ways: 

1. They may act as exemplars in their own smoking habits. 
2. They may act as health educators by informing individuals of the 

hazards of smoking and by advising them to stop smoking. 
3. They may, as managers, control smoking practices in health care 

settings. 
The remainder of this chapter describes the results of a search of the 

literature pertaining to health care providers in each of these three 
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roles. Based on these findings, recommendations are made for 
appropriate ways in which health care providers may help prevent the 
hazards of smoking. 

Health Care Providers as Exemplars 
Attitudes Toward The Role of Exemplar 
The importance of the exemplar role of health care providers was 
recognized in a 1972 agreement between the Danish Ministry of the 
Interior and the Danish tobacco industry. That agreement prohibited 
cigarette advertisements showing “persons who are or appear to be 
physicians,1 dentists, nurses, midwives, or as belonging to other 
categories within the hospital or health services” (75). 

A U.S. survey for the National Clearinghouse for Smoking and 
Health in 1970 found that most of the public expects persons in the 
health professions to act as exemplars (41): 72 percent of adult males 
and 79 percent of adult females agreed with a statement that persons 
in the health professions should set a good example by not smoking 
cigarettes. A similar survey of adults in 1975 found that about the 
same proportions (76 percent of males, 82 percent of females) agreed 
with this statement (42). 

The same surveys (41, 42) gathered data on how respondents 
perceived the smoking habits of their family doctors and those of 20 
adults they knew. Of adults with a family doctor, 73 percent in each 
survey responded when asked if their doctor smoked cigarettes and, of 
these, the proportion who said their doctor smoked cigarettes 
decreased from 32 percent in 1970 to 27 percent in 1975. In both years, 
the respondents perceived as cigarette smokers about half of 20 adults 
they knew (the mean number of cigarette smokers estimated among 20 
adults was 11.2 in 1970 and 10.8 in 1975). Respondents in the two 
surveys apparently perceived their family doctors as setting a better 
example in their smoking habits than the 20 other adults they knew. 

That an adult’s perception of a doctor’s smoking habits may be 
influenced by his own was indicated in the surveys discussed above (41, 
42): they found that cigarette smokers were more likely than 
nonsmokers to report that their family doctor smoked cigarettes. It 
may be that some cigarette smokers, in order to feel less anxious about 
their own smoking, believe that their doctors also smoke. Another 
explanation for this trend in the data may be that if doctors who smoke 
are less likely to advise patients not to smoke, or be less successful in 
getting them to stop smoking, then smoking doctors may accumulate a 
larger proportion of smoking patients than do nonsmoking doctors. 

Throughout this chapter the terma “physician” and “doctor” are used synonymously. This ia in oontrsat to the term 
“phynician” aa it is wed in sane British Commonwealth muntriea to distinguish between swge~m and other doctors 
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On the other hand, public perceptions of how well health care 
providers act as exemplars may be influenced by expectations. A 1969 
nationwide sample of teenagers placed doctors and nurses among the 
four types of persons they considered least likely to smoke (57). During 
that period a much lower proportion of physicians smoked cigarettes 
than adult males in general (41, &?), but nurses had a higher rate of 
cigarette smoking than adult females in the general population (41, 
51). 

Even those in a position to observe the smoking practices of health 
providers may not estimate them accurately. Baric, et al. (6) reported 
in 1976 that there was no difference between medical and other 
students at the University of Manchester in their perception of the 
smoking habits of doctors. More than half of both groups, in estimating 
the proportion of doctors who smoke, gave a figure that would have 
been correct for the general adult population, but was an overestima- 
tion for doctors. The smoking habits of the students were not related to 
their estimates of the doctors’ smoking practices. The authors do not 
speculate on the cause of the medical students’ overestimation, but 
they do report that the medical students were more likely than the 
others to agree with a statement that doctors should not smoke. 
Perhaps the medical students, having high standards for doctors, 
tended to be more aware of doctors who smoked than of doctors who 
did not and thus overestimated the proportion of doctors who smoke; 
other students, having lower standards for doctors, may have assumed 
doctors were like everyone else and thus also overestimated the 
proportion who smoked. 

Although a 1972 national survey in Sweden (72) found that only 34 
percent of physicians surveyed believed that public smoking habits 
would be affected if physicians were to stop smoking, other studies 
indicate that a majority of health care providers agree with the public 
that they should act as exemplars by not smoking. The National 
Clearinghouse for Smoking and Health sponsored a series of surveys of 
doctors, dentists, pharmacists, and nurses in the late 1960’s (48-51), 
which were repeated in 1975 (46). The percentage of the respondents 
agreeing that their profession should set a good example by not 
smoking is shown in Table 1. 

The National Clearinghouse for Smoking and Health also supported 
a 1972 survey of a random sample of the membership of the American 
Public Health Association which asked the same question (1). 
Matthews, et al. (33) carried out a similar survey of the entire 
membership of the Canadian Public Health Association in 1974. The 
percentages of the members of these two associations of health 
professionals with a positive attitude toward their responsibility to set 
a good example are presented in Table 2. 

The data shown in Tables 1 and 2 indicate that a major proportion of 
health professionals in the early 1970’s felt that members of their 
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TABLE l.-Percentage of persons in four health professions who 
agreed that persons in their profession should set a 
good example by not smoking, 1967-1969 and 1975 

Professional group Year of survey 

1967-1969’ 19751 

Dol3JXIl 78 91 
Dentists 72 88 
Pharmacists 62 73 
NUlWS 82 87 

‘SOURCE: Nell, C.E. (48-51). 
%OURCE: National Clearinghouse for Smoking and Health (46). 

TABLE 2.-Percentage of the membership of two public health 
associations who agreed their membership had a 
responsibility to set a good example by not smoking 

Assuciation Percent 
agreeing 

American Public Health Association 
All members 
Female members of public health nursing section 
Female members of other section 

Can&in Public Health Aviation 

85’ 
81.32 
73.92 

89.63 

‘SOURCE: Atwater, J.B. (5). 
*SOURCE: Eym, SJ. (20). 
=SOURCE: Matthews, V.L. (SS). 

profession should act as exemplars, and that this attitude toward the 
exemplar role gained support between 1967 and 1975. Pharmacists and 
female members of sections other than the Public Health Nursing 
Section of the American Public Health Association had the lowest 
proportion of members who felt it was a responsibility of their 
respective professions to set a good example by not smoking; even so, 
almost three-fourths of these believed they should act as exemplars. 

In 1967, Coe and Brehm (13) studied a nationwide stratified sample 
of 1,591 general practitioners and internists interviewed about the 
routine preventive health services they provided their patients. In the 
area of smoking, the interviewers asked many of the questions used in 
the national surveys sponsored by the National Clearinghouse for 
Smoking and Health. On the question of the physician’s responsibility 
to set a good example, they found that 80 percent of the doctors agreed 
that physicians did have a responsibility to set a good example by not 
smoking, This finding agrees with the 1967 survey reported by No11 
(49) and shown in Table 1, above. 
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Pharmacists have considered the conflict between their exemplar 
role as health professionals and their sale of cigarettes as businessmen. 
The American Pharmaceutical Association’s House of Delegates 
recommended in 1971 that tobacco products not be sold in pharmacies 
(61). Some State associations, however, had already passed such 
resolutions. For example, the Iowa Pharmaceutical Association passed 
a resolution in 1969 that pharmacists discontinue selling cigarettes (69). 
When Vlassis (69) surveyed the Iowa state membership shortly 
afterward, however, he found that 51 percent of those responding 
believed the State association should not take a position on the sale of 
cigarettes. Fifty-two percent also said that ethics should not enter into 
the sale of cigarettes, and an additional 15 percent expressed 
uncertainty on this point. 

Actions as Exemplar 
Many studies have examined the smoking habits of health care 
providers, but one problem with these studies is the inconsistency in 
the definitions of smoking behavior. Because the data reported by 
different researchers are not entirely comparable, findings reported 
here should be examined with that limitation in mind. 

Smoking Habits of Doctors 

Researchers have paid a great deal of attention to the smoking habits 
of doctors, and their studies indicate that there have indeed been 
changes in the smoking practices of physicians during the past 20 
years. Table 3 presents some of the data from these studies, some of 
which is discussed in the following pages. 

Vaillant, et al. (68) reported a longitudinal study which periodically 
questioned a group of 258 men who were first studied as sophomores at 
a liberal arts college. Part of the information gathered was about their 
smoking habits. The authors compared the smoking habits of the 45 
men who became medical doctors with those of their classmates. Their 
data cover the period from the early 1940’s until 196’7. It thus 
fortuitously provides prospective data on changes in the smoking 
habits of a group of doctors during the period when a major change in 
attitudes toward smoking took place in the United States. 

The study found that, initially, there was a lower proportion of 
smokers among students who later became doctors than among their 
classmates; when the men were about 28 years of age, however, a 
much higher percentage of the doctors (65 percent) were smoking 
cigarettes in contrast to 45 percent of the other men, and a somewhat 
higher proportion of the doctors were smokers of all tobacco products 
(almost 70 percent as compared with about 60 percent). During the 
1950’s, the proportion of smokers of all tobacco products in both groups 
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TABLE 3.-Smoking habits of doctors as reported in studies 
carried out between the years 1949 and 1975; data in 
percentages 

Smokers Fol?YX?r 
smokers Nonsmokers 

Year and author 
of survey 

An Never 
smoked 

1949 
Vaillant, GE. (68) 

1954 
Snegireff, L.S. (62) 

1959 
Snegireff, L.S. (63) 
Garfinkel, L. (24) 

1961 
Garfinkel, L. (24) 

1963 
Burgess, A.M., Jr. (9) 
Garfinkel, L. (24) 

1964 
Modern Medicine (36) 
Tate, C.I. (65) 
Vaillant, G.E. (68) 
Weitman, M. (70) 

1966 
Modem Medicine (35) 

1967 
Coe, R.M. (13) 

Garfinkel, L. (24) 
Notl, C.E. (.@) 
Vaillant, GE. (68) 

1968 
Monsm, RR. (39) 
Burgess, A.M. Jr. (9) 
Westling-Wikstrand, H. (71) 

1969 
Greenwald, P. (26) 
Levitt, E.E. (31) 

1970 
Modern Medicine (37) 

1971 
Lipp, M.R. (32) 

1912 
Fulghum, J.E. (22) 
Garfinkel, L. (25) 

1975 
National Clearinghouse for 

Smoking and Health (46) 

60 60 

329 16.4 

44.5 

51.1 

38.5 
39.6 

38.3 

33 
326 

47.8 31.8 52.2 20.4 
4.9 7@ z? 

6ob 
39.2 27.2 69.8 33.6 

41.2 53.3 

225 
30 
39 

26.8 
326 
29 
30 
33 

334 
39.3 

w 

33% 
34.0 

39 
w 

24 
25.5 

35.& 

37.8 

13.w 

40 

142 

42w 

30 24 

36.9 

16.8’ 83.B 

63.1 

21 

18 
19.5 

21 

Qf cigarettes only 
bApproximately. 
*women only. 

was about 60 percent and of cigarette smokers about 45 percent; the 
doctors, however, had a lower proportion of heavy cigarette smokers. 

22-10 



During the 1960’s, neither group gave up smoking in large numbers, 
with the proportion of doctors who smoked any tobacco product 
remaining at about 60 percent and the smokers among their former 
classmates dropping to somewhat less than 50 percent. The proportion 
of cigarette smokers in both groups, however, did decrease sharply: in 
1967 only about half the smokers in each group smoked cigarettes. The 
number df cigarettes smoked also reflected the pattern set in the 
1950’s: in 1967 less than 15 percent of the doctors smoked more than 10 
cigarettes a day while 20 percent of their former classmates were 
smoking more than a pack a day. 

The American Cancer Society’s prospective study (25) of a cohort of 
5,000 physicians in 25 States found that, of those 2,899 doctors who 
were in all four surveys, the percentage who were cigarette smokers 
declined from 38.6 percent in 1959 to 19.5 percent in 1972. 

Three separate studies of Massachusetts physicians found that 
cigarette smokers made up 51.8 percent of the state’s doctors in 1954 
(62), 38.5 percent in 1959 (63), and only 24 percent in 1968 (39). 

The 1960’s produced a flurry of studies and polls on the smoking 
habits of physicians that may well have reflected concern about their 
role as exemplars. 

Modern Medicine carried out three surveys of physicians in the 
United States (35,36,3?‘). In 1964, when questionnaires were sent to all 
physicians in active practice, 47.8 percent of the physicians responding 
said they smoked tobacco in some form and 22.5 percent said they were 
cigarette smokers (36). (As can be seen in Table 3, the latter figure 
seems very much out of line with other surveys at that time and may 
underestimate the proportion of cigarette smokers among practicing 
physicians.) In 1966, when only a small sample of physicians was polled, 
41.2 percent of the doctors said they smoked (35). All active physicians 
were again questioned in 1970, and only 36.9 percent of those 
responding said they smoked (37). 

The response rates for the two large surveys by Modern Medicine 
were only 31.4 percent in 1964 and 16.6 percent in 1970, and the data 
they reported may therefore be particularly susceptible to a tendency 
reported by Burgess and Tierney (9) for cigarette smokers to be under- 
represented among physicians who respond to mailed questionnaires. 
When these authors contacted a sample of the 13.3 percent of 
physicians in Rhode Island who had not responded to two mailed 
questionnaires, they found that, although only 22.6 percent of those 
responding by mail said they smoked cigarettes, 45.5 percent of their 
sample of nonrespondents were cigarette smokers. The authors applied 
their finding to data they had already reported (10,40) on the smoking 
habits of Rhode Island physicians and estimated the correct percent- 
ages of cigarette smokers to have been 38 percent in 1963 and 25.5 
percent in 1968 (9). 
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The data in the national surveys of physicians carried out for the 
National Clearinghouse for Smoking and Health were based on 
responses to questionnaires mailed to two different samples of 5,000 
medical doctors and on responses obtained in a telephone survey of 
samples of nonrespondents (46, 49) to the mailed questionnaire. These 
surveys indicated that the proportion of physicians smoking cigarettes 
decreased from 30 percent in 1967 to 21 percent in 1975. The latter 
figure agrees with the finding of Lipp and Benson in 1971(32) that 21 
percent of 1,314 physicians chosen at random from four geographical 
areas smoked cigarettes. 

Smoking Habits of Dentists 

Two major studies on the smoking habits of dentists have been carried 
out for the National Clearinghouse for Smoking and Health. A 1967 
study by No11 (@) reported that 34 percent of dentists were currently 
smoking cigarettes; in a similar survey in 1975 the proportion of 
dentists smoking cigarettes had decreased to 23 percent ($6). 

Smoking Habits of Nurses 

A 1969 national survey of a sample of 6,003 nurses for the National 
Clearinghouse for Smoking and Health found that 36.9 percent of the 
nurses smoked cigarettes (51). 

Phillips (Z?), on the other hand, reported that a 1970 survey of 
Canadian nurses found that only 23.7 percent were smokers. This 
finding may underestimate the true percentage of smokers among 
Canadian nurses, however, because only 53 percent of the sample 
responded and there was no follow-up of nonrespondents. No11 (51) 
reported that, in his U.S. survey, the proportion of nurses who said 
they smoked increased from 31 percent of those who responded to a 
first mailing of the questionnaire to 42 percent of those who, having 
failed to respond to four mailed questionnaires, were reached by 
telephone. 

A national survey of nurses carried out for the National Clearing- 
house for Smoking and Health (46) reported that 39 percent were 
smokers in 1975. 

Smoking Habits of Phmmacists 

Two national surveys carried out for the National Clearinghouse for 
Smoking and Health reported that, of the pharmacists sampled, 34.5 
percent in 1969 (50) and 23 percent in 19’75 (46) were cigarette smokers. 
A study in Iowa of a smaller number of pharmacists reported that 32 
percent smoked cigarettes in 1969 (69). 
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TABLE 4.--Proportion of cigarette-smoking health professionals 
who said they never smoked in front of patients, 
students, or patrons, 1967-1969 and 1975 

Professional group 
Year of survey 

1967-1969’ 19752 

DO&l~ 39 54 
Dentists 50 65 
Pharmacists P 41 
Nurses 75 89 

‘SOURCE: NoI1 C.E (4&U). 
*SOURCE: National Clearinghouse for Smoking and Health (46). 

Smoking Habits of Other Health Care Prdrs 

There are few studies of the smoking habits of other health care 
providers. However, there was a 19’72 survey of nursing home 
administrators and 34 percent smoked (38). 

In summary, as of 1975, proportionately more doctors and dentists 
than other health care providers are setting a good example by not 
smoking cigarettes. By contrast, nurses as a group in 1975 have 
proportionately more smokers (39 percent) than the general female 
population (29 percent) and equal the proportion of smokers among 
adult males (39 percent) (42, 46). Since parsons in the nursing 
occupations make up more than half the employees in health 
occupations (67), this failure on the part of the nursing profession to 
act as nonsmoking exemplars has potentially great impact. 

Smoking in the Presence of Patients OT Customers 

Those health care providers who smoke may still act as exemplars if 
they do not smoke in the presence of patients or customers. In the 
several national surveys conducted for the National Clearinghouse for 
Smoking and Health (46, &I-51), the respondents were asked if they 
smoked in front of patients, students, or patrons (customers). Table 4 
summarizes the findings of these surveys on this question. 

From Table 4 it appears that, of health professionals who smoke, 
nurses are much better than doctors at not smoking in front of the 
public when they are functioning as health care providers. Whether 
this is due to their desire to set a good example or to the nature of their 
job and work setting is not clear. The 1969 survey (51), however, found 
a smaller proportion of smokers among nurses who worked in the 
community, in nursing education, in schools, or in doctors’ offices. The 
author hypothesized that the low rates of cigarette smoking (24 to 23 
percent) among nurses who work in these settings might be due to 
their awareness of their exemplar role. 



Eisinger (19) compared pediatricians with the other physicians in the 
1967 national survey of doctors (49) and reported that 30 percent of the 
pediatricians and 44 percent of the other doctors who smoked 
cigarettes did so in front of patients. Apparently pediatricians were 
more aware of their exemplar role; their actions in this regard, 
however, were not as likely to extend to their own smoking habits as 
were those of other doctors: 36 percent of pediatricians and 30 percent 
of all doctors smoked cigarettes in 1967 (49). 

In the surveys described above (46, M-51), the question on smoking 
in front of students was asked only of nurses. Although the exemplar 
role of health professionals in medical, dental, and other schools in 
which future health professionals are being trained would appear to be 
an important one, little research has been done on the role of the 
faculty of these institutions as exemplars. 

In Ireland, Herity, et al. (27) surveyed the smoking behavior of the 
faculty of University College, Dublin. They did not ask about smoking 
in front of students but did report a much lower percentage of smokers 
among both the medical (45 percent) and nonmedical (42 percent) staff 
than existed in the general population of Ireland (63 percent) in 1971. 
Although a slightly higher proportion of the medical faculty smoked 
compared to the nonmedical faculty, the medical faculty also had a 
higher proportion of former smokers (35 percent as compared with 24 
percent). The authors report that these differences between the 
medical and nonmedical staff were not statistically significant. 

At the 1967 World Conference on Smoking and Health, Havenholt 
(56) reported on a survey he had made of the faculty of the University 
of Washington Medical School. He found that more than 2.5 percent of 
the medical faculty, more than 25 percent of the dental faculty, and 56 
percent of the nursing faculty were cigarette smokers. These figures 
for medical and dental faculties are lower than those of doctors and 
dentists in general at that time, but the figure for faculty nurses is 
higher than that of nurses in general. 

Health Care Providers as Health Educators 
Attitudes Toward the Role of Health Educator 
In 1967, the Committee on Youth of the Council on Child Health of the 
American Academy of Pediatrics issued a statement emphasizing the 
importance of pediatricians as educators. That statement said that the 
physician had an obligation to prevent patients from beginning to 
smoke and recommended that physicians give parents information on 
the harmful effects of smoking when their first child is born (14). 

A number of surveys have asked health professionals about their 
attitudes toward several kinds of health education activities. The 
national surveys sponsored by the National Clearinghouse for Smoking 
and Health during the late 1960’s and in 1975 (46, 48-51) asked the 
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TABLE B.-Percentages of health professionals who agreed with 
statements about their responsibilities in the role of 
teacher, 1967-19691. and 19752 

Statements of 
Professional group and year of survey 

health professionals’ Lhxtors Dentists Pharmacists NUM3 
responsibilities 1967 1975 1967 1975 1967 1975 1967 1975 

Should be more active 
than they have been in rpeaking to lay group 

about cigarette 
smoking. 

74 82 57 68 56 68 62 74 

Should help patients 
(patmns) who wish to 
stop smoking to accom- 
plish this. 

92 - - - .- 72 77 8.5 

Should convince pa- 
ienta (patrons) to 
stop smoking. 

74 59 84 61 46 51 66 77 

‘SOURCE: No1l.C.E. (4851). 
*SOURCE: National Clearinghouse for Smoking and Health (W). 

TABLE 6.-Percentages of the membership of the American 
Public Health Association and the Canadian Public 
Health Association agreeing with statements about 
their role of teacher. 1972 and 1974 

Statements on 
health professionals’ 

responsibilities 

Should be more active than they have 
been in speaking to lay groups about 
cigarette smoking. 

‘Proportion of Tmportion of 
APHA members CPHA membera 

in agreement in agreement 

80 90 

Should convince people to stop smoking. 85 93 

‘SOURCE: Atwater, J.B. (3). 
‘SOURCE: Matthews, V.L. (33) 

respondents if they agreed with three statements that are pertinent to 
an educational role. Table 5 shows the proportions of doctors, dentists, 
pharmacists, and nurses who agreed with each statement. 

Two of the above statements were used in surveys of the American 
and the Canadian Public Health Associations (3, 33). Table 6 compares 
the proportion of their members who agreed with each statement. 

Coe and Brehm (13) also asked their large sample of general 
practitioners about their attitudes toward their responsibilities in 
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getting their patients to stop smoking. They found that 92 percent 
agreed they should help persons who wanted to stop smoking to do so, 
and that 83 percent believed they should convince their patients to stop 
smoking. 

Actions as Health Educators 
Somewhat fewer health care providers act as health educators than 
believe they should do so. Surveys in 1967 and 1970 found that about 
two-thirds of doctors (13, 37, 49) but only one-third of dentists (48) 
inquired about their adult patients’ smoking habits as a routine 
procedure. As for teenage patients, in 1967 only about half of doctors 
who treated teenagers said they routinely asked if they smoked (4.9). 

Two 1967 studies that asked about doctors’ routine advice to patients 
concerning smoking reported, in one case, that 29 percent (4.9) and, in 
the other, 62 percent (13) of doctors said they routinely advised all 
patients against smoking. Differences in the composition of the groups 
surveyed have affected the surveys’ findings on this question. The first 
survey (49) used a simple random sample of the membership (excluding 
certain classes of members) of the American Medical Association, and 
the second (13) used a nationwide sample of internists and general 
practioners, stratified for several variables. Also, differences in the 
context in which the question was asked may have elicited different 
responses. The first survey (49) asked about the advice on smoking in 
the context of whether the advice was given when the patients had 
specific health problems, with the alternative “any condition” being 
given as the final condition in the list. The second survey (13) did not 
report the question exactly as asked but said that it “sought 
information on how often the physician advised the patient who 
smoked to give up cigarettes even though the condition being treated 
was unrelated to smoking.” 

Proportionately fewer pediatricians than physicians in general 
advised parents not to smoke in 1967 (19). This may reflect the 
relatively high rates of smokers among pediatricians (19). As has been 
reported in several studies (8, 13, 49), physicians who were smokers 
were less likely than nonsmokers to advise their patients not to smoke. 

More than half of the doctors in the 1967 national survey reported by 
No11 (49) said they warned all patients with lung, respiratory, or heart 
conditions, peripheral vascular disease, peptic ulcers, or mouth or lip 
lesions against smoking. Less than one-third routinely advised 
pregnant women not to smoke. This latter finding may reflect the 
more recent recognition of the hazards of smoking during pregnancy 
(see the Chapter on Pregnancy and Infant Health). 

Stamler, et al. (64) studied industrial workers who were referred to 
their physicians in a coronary heart disease detection project. They 
interviewed both the workers and their physicians about 6 months 
after the referral and found that 80 percent of the referred smokers 
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had seen their doctors. Of those who did so, 70 percent had been 
advised to stop smoking. 

Among dentists in 1967 (48), 75 percent said they warned patients 
with leukoplakia against smoking, but only 36 percent gave that 
warning to patients with any soft tissue lesion. Some dentists have 
taken action to help their patients stop smoking. In 1970, for instance, 
the directorate of dental services at Wilford Hall USAF Medical 
Cent&, Lackland Air Force Base, Texas, instituted a cessation 
program for interested patients (12). 

When No11 (51) asked nurses in 1969 if they had discussed smoking 
and health with patients and students, only 30 percent said they had 
discussed it with more than one-third of the patients and students with 
whom they had contact. As with physicians, nurses who smoked were 
less likely than those who did not smoke to advise patients and 
students against smoking. About 65 percent of nonsmokers, but only 50 
percent of smokers, had suggested to at least 5 percent of their 
patients or students that they should stop. 

In Nell’s 1969 survey of pharmacists (50), only 17 percent said they 
had discussed smoking and health with more than one-third of their 
patrons (customers), and only 50 percent of nonsmokers and 39 percent 
of smokers had warned at least 5 percent of their patrons against 
smoking. Vlassis (69) found that, although more than half of Iowa 
pharmacists surveyed did not believe the state Pharmaceutical 
Association should take a position on the sale of cigarettes, almost 90 
percent were in agreement with the Association’s actions in distrib 
uting educational material on the harmful effects of tobacco. 

Health professionals who train others have an extended opportunity 
to influence the smoking habits of others; not only may they influence 
those parsons and students they see themselves, but they may also 
indirectly influence the patients who will be treated by the students 
they teach. It appears, however, that this opportunity has been 
frequently neglected by medical schools. In 1969, Anderson (2) 
surveyed the 28 medical schools in the United Kingdom and reported 
that less than one-third advised entering medical students who smoked 
that they should stop, and less than one-fourth taught all students 
during their first year of clinical training about the medical effects of 
smoking. Knopf (29) reported that about one-fourth of medical 
students at the University of Manchester said in 1972 that they had 
been advised that smoking was inappropriate for a doctor, and almost 
two-fifths mentioned antismoking attitudes of the staff. However, 
about 10 percent mentioned that the staff smoked while teaching and 
about the same number had heard a teacher justify smoking. At least 
one medical school has taken steps to provide all its students with 
information on the hazards of smoking; the Middlesex Hospital 
Medical School, London, began a policy in 1970 of giving all preclinical 
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students information and an opportunity to discuss smoking and health 
on the day they enter the school (5). 

Effectiveness as Health Educators 
Knopf and Wakefield (30) interviewed 99 percent of the medical 
students at the University of Manchester in 1972 and reported that the 
students were more likely to begin smoking during their training than 
to give it up and, if they already smoked upon entering school, were 
more likely to smoke more rather than less during the course of their 
study. Even so, less than one-third of the medical students smoked, and 
more than 80 percent considered smoking a major health risk. Knopf 
(29) reported that only 9 percent of a sample of these students said that 
some aspect of their medical training was relevant to their deciding to 
stop or to cut down on smoking. 

Purvis and Smith (55) surveyed the medical and basic science 
graduate students at the University of Mississippi Medical Center and 
reported in 1976 that significantly more of the graduate students than 
medical students smoked (19 percent as compared with 11 percent). 
They also found that of the former smokers among the medical 
students, one-third had quit smoking during the preceding year; of 
these, almost half gave their future profession as a significant reason 
for stopping. 

When the results of physicians’ advising patients to stop smoking are 
measured, generally fewer than one-fourth of the patients do so for 
any length of time; however, patients who are ill with a disease 
affected by smoking may respond in proportionately greater numbers. 
For example, Baric, et al. (7’) counseled some women at a prenatal clinic 
about the hazards of smoking and did not counsel others. Eleven weeks 
later they found that only 14 percent of the group who had been 
counseled had stopped smoking. Only 4 percent of the women who had 
not been counseled had stopped. 

Williams (7’3) reported that a somewhat higher proportion of 
patients being treated for chest conditions quit or cut down on smoking 
after being given routine advice to do so; after 3 to 5 months, 37 
percent of patients who had formerly smoked at least 10 cigarettes a 
day had stopped smoking, and 24 percent had reduced their smoking by 
at least one half. 

Rose and Udechuku (58) reported that many patients tended to 
forget within a few weeks that they had been advised against smoking. 
In a study of patients under 70 years old who had been discharged 
from a hospital after being treated for atherosclerotic disease, chronic 
bronchitis, or hypertension, they found that, when asked less than 4 
weeks after discharge, about three-fourths recalled being advised 
against smoking, but when asked more than 8 weeks after discharge, a 
little more than half remembered being advised. They also reported 
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that 34 percent of the patients who recalled the advice had stopped 
smoking at the time of the survey. 

Mausner (34) compared respiratory-disease patients’ recollection of 
being advised against smoking with their physicians’ notation of advice 
in medical records. At least 1 year after they had been cautioned not to 
smoke, almost all remembered the advice and more than half had 
stopped smoking. 

F’incherle and Wright (53) studied the effectiveness of advice against 
smoking given to business executives during routine physical examina- 
tions. They reported that at the next routine examination about one- 
fourth of the executives had stopped smoking cigarettes or had 
reduced their cigarette smoking by 30 percent. They compared the 
effectiveness of the physicians’ advice with the smoking habits of the 
physicians and found that, of 10 doctors, the 3 who had never smoked 
or who had smoked no more than five cigarettes a daytended to have 
more patients who gave up or cut down on smoking (24 to 3’7 percent of 
their patients did so) than did doctors who had previously been heavy 
cigarette smokers (17 to 23 percent of their patients stopped or cut 
down on smoking). Apparently, these findings are not a product of 
individual differences in persuasiveness among the doctors, because 
those doctors who were most successful in influencing patients against 
smoking were least successful in dealing with patients’ weight 
problems. 

The study by Stamler, et al. (64) of industrial workers who were 
referred to their physicians in a coronary heart disease detection 
project found that 20 percent of the workers who had been advised to 
quit smoking by their doctors had stopped 6 months later. 

In summary, these studies tend to show that, if doctors advise their 
patients not to smoke, about 10 to 25 percent may quit or reduce the 
amount they smoke. 

Health Care Providers as Managers in the Control of Smoking 
in Health Care Settings 
Smoking in health care facilities is being increasingly limited by law, 
and health care providers in administrative positions will be involved in 
this implementation. This trend toward limiting smoking in public 
places and medical care facilities is evident in several recent state 
legislative reports from the National Clearinghouse for Smoking and 
Health(4,@-45). 

Some health care providers in administrative positions have acted to 
control smoking in health care facilities, regardless of legal require- 
ments, for a variety of reasons other than fire prevention: insuring 
that employees set a nonsmoking example, protecting nonsmokers 
from tobacco smoke, reinforcing advice not to smoke, and providing an 
opportunity for smokers to stop smoking. 
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Attitudes Toward Controlling Smoking 
In 1967, Schnitzer reported on an informal survey he had made of 
health professionals concerning the question of controlling smoking in 
hospitals. The consensus of this group of health professionals was that 
“absolute nonsmoking hospitals would be ideal, but it is not p&ible at 
this time” (60). 

Since 1970, health care providers have begun to move toward greater 
control of smoking in health care settings, as indicated by resolutions 
calling for the control of smoking in these facilities by various 
professional groups. In 19’75, for example, the Canadian Hospital 
Association passed a resolution requesting the prohibition of smoking 
in patient areas and for the establishment of nonsmoking sections in 
public and general use areas of hospitals (11). The resolution also 
recommended that hospitals ban the sale of cigarettes on their 
premises. In 1976, the same group resolved to adopt a policy of actively 
discouraging the sale and use of tobacco products in Canadian health 
facilities as an example for the public and to emphasize the hazards of 
smoking. Even earlier than these resolutions, the American Cancer 
Society was conducting a nationwide campaign against the sale of 
cigarettes in hospitals (18). And in Britain, in 1977, the Social Services 
Secretary announced a new antismoking drive which included 
guidelines to hospitals on restricting smoking (66). 

Actions to Control Smoking 
Willingness on the part of health care providers to act to control 
smoking in health care settings has developed more slowly than their 
willingness to assume the roles of exemplars and health educators. In a 
1963 letter to The New Engkmd Jourru~l of Medicine, Gage (23) reported 
that the general staff of the Cooley Dickenson Hospital, Northampton, 
Massachusetts, had passed a resolution recommending that the sale of 
cigarettes in the hospital be stopped. The hospital trustees voted to 
deny their request, however, and agreed only to place signs which 
indicated the hazards of smoking. Nevertheless, there were hospitals 
even at that early date that were willing to ban the sale of cigarettes. 
Another 1963 letter (28) to The New England Journal of Medicine 
reported that the Emerson Hospital in Concord, Massachusetts, had 
banned the sale of cigarettes in December 1962 and had banned 
smoking by visitors earlier in the same year. 

In 1973 the Connecticut Lung Association (17) carried out a state- 
wide survey of hospital smoking policies. The findings are shown in 
Table 7. 

A survey in 1972 of 222 nursing homes (38) reported that 2 percent 
had no restrictions on smoking by patients, 4 percent did not permit 
patients to smoke, and the remainder had some restrictions. Of those 
permitting smoking by patients, 63 percent did not permit smoking in 
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